Asymptomatic urinary infection in pregnancy should be sought and treated for three reasons.
I) Bacteriuria is associated with a 25-35 % incidence of acute pyelonephritis of pregnancy and diagnosis and treatment of the infection will almost eliminate this disease.
2) There is some evidence that bacteriur ia patients have an increased risk of producing premature infants. although there is less convincing evidence that this incidence can be reversed by therapy .
3) Among st patients with bacteriuria may be found a selection of renal abnormalities. some of which . if diagnosed. may be reversible.
I . Diagnosis of Bacteriuria
The diagnosis of bacteriuria should be made by examining the urine of all pregnant women in about the 12th week of pregnancy. A careful midstream collection. preferably of the first urine passed in the morning. should give a fairly clear indication as to whether or not true bacterial infection is present. If more than 100.000 organisms per ml of urine are found. the presence of infection can be confirmed by a repeat midstream ur ine. or more simply in early pregnancy by carrying out a suprapubic bladder aspiration . At this stage of pregnancy . the bladder is already elevated towards the abdomen and a bladder puncture is relatively simple . If the presence of infection is confirmed. a blood urea estimation should be done to confirm renal functional adequacy. In pregnancy. a blood urea level above 3.2mmol/L (20mg/l OOmJ) should be regarded as abnormal.
Treatment of Bacteriuria
Bacteriuria can be treated in a number of ways. Because of the degree of fetal development after the 12th week it is unlikely that dysmorphogenic factors need be considered. although drugs potentially harmful in pregnancy such as tetracyclines (toothstaining. enamel hypoplasia: ?impaired fetal bone growth) and possibly co-trimoxazole (?impaired folate metabolism). should be avoided. It is also well to be aware that sulphonamides should not be used in the last week or two of pregnancy. again because of the effect on the fetus (risk of kernicterus in neonate).
The nature of treatment chosen (table I) will depend to some extent on the amount of follow-up that can be offered. Continuous treatment throughout the pregnancy with nitrofurantoin 50mg each night is probably the simplest and most reliable. However. a 7 day course of'sulphamethizole, sulphafurazole, amoxycillin or nitrofurantoin can be used. Follow-up cultures will indicate that about 30 % of the patients will fail any of these short-term treatments and they will require further therapy to maintain urinary sterility. In patients in whom urinary sterility is not maintained, there is risk of acute pyelonephritis developing.
. Follow-Up After Delivery
Following delivery, those patients in whom urinary sterility was difficult to achieve or maintain should be investigated by intravenous urography .
